A 25-year-old male Japanese who had resided in Ethiopia, presented to our department with eosinophilia, which had been present for about 1 year. Stool examination revealed eggs of Schistosoma mansoni containing miracidia with flame cell activity , and he was diagnosed as having an infestation with this organism. He was treated with praziquantel, and a good parasitological therapeutic result was obtained. Although schistosomiasis mansoni is unfamiliar to Japanese doctors because the infecting organisms are not indigeneous to Japan , doctors should be aware of this disease when they encounter patients with eosinophilia who have visited or resided in tropical developing countries .
Introduction
Infestation with Schistosoma mansoni is common in certain countries in Africa , Southwest Asia, the Caribbean, and South America. To our knowledge, only 3 Japanese patients with this disease have been reported in Japan'''), all of which contracted it outside of Japan. Recently we treated a Japanese patient with S. mansoni infestation, who presented with eosinophilia after having returned from Africa. The purpose of this report is to emphasize the importance of parasitological investigation for patients with eosinophilia who have visited or resided in tropical developing countries.
Case Report
A 25-year-old male Japanese postgraduate student stayed in southwestern Ethiopia , in connection with a socioanthropological study, beginning in February 1993 . He swam in a local river during the summer and autumn of 1993, and in February 1994 . At the end of March 1994, he developed fever and diarrhea, and subsequently he was hospitalized in Ethiopia on April 23 . The cause of his symptoms was not diagnosed, but he was treated with chloroquine, chloramphenicol , tetracycline, metronidazole, and other drugs unknown to us. Diarrhea stopped in early May , but fever continued. He was discharged from the hospital on May 7, 1994, but he continued to have low-grade fever .
He returned to Japan on May 15, 1994, and visited a hospital in Tokyo on May 17 , 1994 because of his fever. He was found to have eosinophilia , but the cause of his fever and eosinophilia was not determined. His fever stopped at the end of May; he subsequently visited the same hospital , on May 27, June 21, and October 7, 1994, in connection with his eosinophilia , but its cause remained unknown.
He visited our hospital on May 15, 1995. Physical examination revealed no abnormal findings . Chest X-ray was normal, and abdominal ultrasonography revealed splenomegaly , but no liver 
Discussion
Worldwide, about 200 million people are infected with Schistosoma species3), and schistosomiasis is well-lnown to doctors in endemic areas. Schistosomiasis mansoni is not present in Japan and this condition is unfamiliar to Japanse doctors. This unfamiliarity may be the reason this patient's disease was not correctly diagnosed for a long time. The presence of eosinophilia led us to make a parasitological stool examination, which resulted in the correct diagnosis. Parasitic infection is a well-known cause of eosinophilia, and doctors should consider such disease when they encounter patients with eosinophilia who have visited or stayed in tropical or subtropical developing countries.
Many Japanese have traveled or stayed in S. mansoni-endemic areas and have come into contact with river or pond water, but few cases of schistosomiasis mansoni infestation have been reported in Japanese patients. It may be that many patients with this disease have been incorrectly diagnosed because of unfamiliarity with this disease. The number of Japanese contracting schistosomiasis mansoni will increase as more people travel to S. mansoni-endemic areas. Approximately 4 to 6 weeks after initial infection with Schistosoma species, acute systemic schistosomiasis, also called Katayama fever, occurs4). The fever and diarrhea that our patient developed in late March 1994 may have been symptoms of acute schistosomiasis, resulting from hi having been infected while swimming in February 1994.
Fever, watery diarrhea, nausea, and abdominal pain appeared after administration of praziquantel in our patient, and they were severe. These symptoms have been observed after praziquantel administration for schistosomiasis, but their degree has only previously been reported to be mild or moderate5). The severity of reactions seen in our patient may have been due to a high load of infecting organisms, but furhter studies would be required to confirm this.
